Malabsorption was confirmed with daily faecal fat estimation of 23 g (normal below 5 g) and an undetectable urinary excretion of xylose in 5 hours after a 5 g dose. Gastroscopy revealed severe erosive oesophagitis, and barium studies of the small intestine demonstrated thickened mucosal folds in the distal ileum. Histology of an axillary node showed reactive changes only, and there was no evidence of amyloid on rectal biopsy. Liver biopsy, performed at laparoscopy, showed non-specific hepatitis with a mild infiltrate of periodic acid Schiff (PAS)-positive Kuppfer-like cells in the parenchyma. Jejunal Watson capsule biopsy was performed and confirmed Whipple's disease with numerous PAS-positive macrophages in the lamina propria. Electron microscopy identified rod-shaped organisms within the macrophages. The CSF was acellular with a protein of 500 mg/l (normal 250-450) and glucose 3 8 mmol/l, with negative VDRL assay. An EEG showed a generally lowvoltage recording with little alpha activity, and low-voltage slow waves in the temporal regions. CT head scan revealed generalised atrophy with dilatation of the lateral ventricles and widening of sulci. Assessment with the Weschler Adult Intelligence Scale (WAIS) gave a verbal IQ of 123, but a poor verbal memory and digit span.
The ophthalmoplegia was not responsive to IV edrophonium, nor to group B vitamins and vitamin E taken during the course of investigations. Before the institution of specific therapy, physical examination revealed progression of muscle wasting with proximal muscle weakness. Daytime hypersomnolence and confusion persisted with intermittent polydipsia and hyperphagia.
Six weeks after presentation, bilateral wrist-drop became apparent with quite abrupt onset of severe weakness occurring in the right and then left forearms. 
